Difficult intubation is usually associated with abnormal patient anatomy or pathology 1 and is rarely caused by misplaced medical equipment, although there has been a report of a nasogastric tube impeding nasal fibreopotic intubation. 2 Proximal migration and tracheal compression are both recognised complications of Celestin tube usage and require prompt management. 3 In this case oral intubation was made difficult by a Celestin tube found in the laryngopharnx at induction of anaesthesia.
A 75-year-old woman with no significant past medical history presented for resection of a gastrooesophageal carcinoma. At laparotomy this was found to be inoperable and a Celestin tube was secured across the gastro-oesophageal junction by suturing the distal end to the stomach wall and positioning the proximal, tulip-shaped end in the middle third of the oesophagus. Tracheal intubation and recovery from anaesthesia were unremarkable, but over the next two days the dysphagia failed to improve and she developed a sore throat, which was thought to be secondary to airway manipulation during the operation. The patient was able to talk normally and there was no evidence of airway obstruction. An erect chest X-ray revealed that the Celestin tube had migrated proximally such that the radio-opaque end was lying in the upper oesophagus, at the level of n, and she returned to theatre for removal and re-insertion.
Following oral suction and pre-oxygenation, a rapidsequence induction was performed with thiopentone and suxamethonium, and cricoid pressure was applied. At laryngoscopy the tulip-shaped end was found completely obscuring the vocal cords. Celestin tube was pulled back into the stomach and resutured into position at laparotomy. Subsequent recovery from this procedure was uneventful and the patient was discharged a week later.
This case brings attention to an unusual cause for difficult intubation. The time at which the Celestin tube migrated into the laryngopharynx is uncertain. It is possible that it was displaced at induction by the application of cricoid pressure. It is equally possible, however, that the Celestin tube was already in the laryngopharynx. Although the preoperative chest X-ray indicated that the end was in the upper oesophagus, it was only appreciated later that the radio-opaque strip incorporated into its wall did not extend the full length of the tube ending 3 cm from the proximal end. The actual position may therefore have been underestimated by this amount.
In view of the experience documented here we would suggest that particular care must be taken when assessing the position of the Celestin tube radiologically. Awake fibreoptic laryngoscopy should be performed if there is any doubt about its position. If the Celestin tube is in the pharynx, it should be removed before anaesthesia is induced. Where it cannot be removed, the trachea should be intubated with the patient awake, but if general anaesthesia is unavoidable it should be remembered that the Celestin tube is very pliable and can be compressed out of the way. In those circumstances where the Celestin tube has migrated into the upper oesophagus, care should be taken to prevent further displacement of the tube and cricoid pressure should perhaps be avoided.
